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Shared decision making
and decision aids

Doctor-patient
relationship

A literature review
Shared decision making (SDM) is a process within a patient centred consultation that involves both the patient and
doctor discussing management options and agreeing on management decisions in partnership. Decision aids are
designed to help patients understand the options relating to management for certain conditions and their possible
benefits and potential adverse effects. We discuss the evolution and rationale behind SDM and the evidence relating to
outcomes, the types of decision aids available, and research relating to their use.

In order to appreciate the significance of shared
decision making as a process within the doctor-patient
consultation, it is important to consider models of the
consultation that either facilitate or hinder this process.
While we tend to discuss the tasks of the consultation
as a series of steps and divide the interaction into two
parts, starting with information gathering and finishing
with information sharing/management, in practice
there is often not such a clear divide.1 Shared decision
making is only possible within a framework in which
the patient’s ideas and expectations are considered
through the continuum of the consultation.

Models of the doctor-patient relationship
affecting management
This sharing partnership between doctor and patient is only
one model of the doctor-patient relationship. Szasz and
Hollander2 provide an early discussion of three theoretical
models of the doctor-patient relationship and suggest
that which one of these is uppermost at any particular
time depends on the nature of the patient’s problem and
the setting of the consultation.2 The models are graded
from the doctor being active while the patient is passive
(activity-passivity), via the patient having limited power
while being expected to cooperate with the doctor’s
advice (guidance-cooperation), to there being a state of
mutual participation. This last model is the most difficult to
sustain. Doctor and patient must be aware of the other’s
needs, wishes and individuality. Roter and Hall3 wrote
about the locus of control between doctor and patient.
High doctor control combined with low patient control

leads to a consultation in which the doctor dominates and
makes decisions: paternalism.
Paternalism relies on the concept of the doctor as an
authority figure. Brody4 defines three types of medical
power based on the writings of Max Weber (German
sociologist, 1864–1920): aesculapian, charismatic and
social. Aesculapian power is that which doctors have by
virtue of training and the body of professional knowledge
they possess. Charismatic power is due to the personality
of the doctor and the way they interact with patients.
Social power comes from the doctor’s position within
society. Paternalism reflects the once dominant disease
centred approach to consultations.
The main tasks of the disease centred consultation
are to diagnose illness from a biological perspective and
to treat it, hopefully effecting a cure.5 The patient is not
involved in management decisions and may not take any
prescribed treatment correctly, if at all. The prescribing of
medicines is the most common intervention in health care,
yet it is estimated that around 50% of patients do not take
their medicines as intended.6 Misunderstandings about
prescriptions between doctor and patient often relate to
failure of communication about the doctor’s decisions,
leading to nonadherence.7
At the opposite end of the spectrum from paternalism,
there is a danger in the physician adopting a completely
neutral stance and giving the patient a range of options
without expressing any preference, the ‘informed model’.8
This model has been seen as a move toward increased
patient autonomy but has been criticised as sacrificing
competence for control as physicians withhold their own
experience and recommendations to avoid overly influencing
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patients.9 Therefore the shared model (the patient
as partner, management by negotiation) is now in
the ascendancy. However, it should be noted
that there is often difficulty in distinguishing
between shared decision making and informed
choice and that separating the two models is not
always justified10: sharing decisions cannot take
place without the sharing of information and the
approach may therefore be renamed informed
shared decision making (ISDM).

Patient centred approach
Increased patient participation and decision
making is part of the patient centred approach.
Balint 11 explored the nature of the doctorpatient relationship and ways of understanding
patients’ illnesses. He first used the term
‘patient centred medicine’ in 1970, a reference
to the client centred therapy of psychologist
Carl Rogers.12 Byrne and Long13 compared the
patient centred style with what they called
the doctor centred style of consulting. In a
patient centred consultation the doctor and
patient consider the patient’s condition and
diagnosis in partnership and the management
or treatment plan is negotiated between
doctor and patient. The doctor needs to explore
the reason for the patient seeking medical
advice and the patient’s ideas, concerns and
expectations. McWhinney et al14 proposed a
model for the consultation that they also called
‘the patient centred clinical method’. One
of the five components of patient centredness
as defined in the literature is ‘sharing power and
responsibility’.15
The increasing knowledge base for patient
centredness mirrors the growing consensus
that patients should be more involved in
decisions about their health care, which has
arisen from political trends, ethics and health
service research.16 The shared decision making
model is of particular benefit for clinicians
intervening to reduce the risk of disease in
their patients, where individualised calculations
of risks and benefits are used and where
choices about treatment are made.17 However,
current training in consultation skills tends
to concentrate on the first part of the
consultation (achieving rapport, matching
agendas, problem solving) rather than
management and negotiation.18
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Informed shared decision making
Charles et al19 have defined one model of ISDM.
The commitment of both doctor and patient to
engage in the process is crucial although the
extent of involvement may vary. Towle 20 has
also suggested a series of steps that should
occur in consultations that would enable doctors
and patients to share in the decision making
process, including information transfer and the
doctor’s affirmation of the patient’s treatment
preference (Table 1). Kassirer22 has listed the
situations in which shared decision making
is most appropriate as being those in which
big differences exist between the potential
outcomes of the available options, when a
patient is particularly opposed to taking risks,
or when the patient fixes great importance to
particular potential outcomes.
Patients actively involved in decisions about
their health care may have improved health
outcomes,23 but the evidence is inconsistent.24
Improvement may be due to a number of factors
including adherence to treatment decisions.
However, one barrier to ISDM is the amount
of time the process takes in consultations,
therefore it is important to continue to research
the effects of ISDM on patient outcomes and
satisfaction.
Patient centred care does not mean sharing
all information and decisions about care, rather it
means taking into account the patient’s wish for
information and preference for sharing decisions
or not.25 Some patients will not wish to share
decisions, preferring the doctor to choose
the management.26 Certain characteristics of

patients make them more or less likely to want
to be involved. Younger patients and those with
a higher education level are more likely to want
to share decisions.27 However, as it is difficult
for doctors to judge which patients prefer a
nonparticipatory role,28 it is important for the
doctor to explore individual patient preferences
regarding decision making,29 even if the patient
does not wish to make the final decision.
Doctors should not assume whether a particular
patient wishes to share in the decision making
process. Patients who previously have asked
their doctors to choose their treatment (‘what
would you do doctor?’) are more likely to wish
to be involved in making a decision once they
have experienced the process in a consultation
for the first time.30

Decision aids
One of the limitations of the shared decision
making process is that doctors may choose the
amount and type of information they give in
order to influence patient choices.31 The options
may also be limited by the doctor’s lack of
knowledge in a particular field,32 or by previous
experience of a treatment causing an adverse
reaction in a patient. Even when options are
presented, the doctor may already have decided
on his or her personal recommendation, and
therefore how the choices are presented is
affected by this opinion. However, there will be
times when the approaches to management
are completely open with the doctor having
no firm opinions as to which is preferable.
Elwyn et al33 have named this situation clinical

Table 1. Competencies for ISDM21
1. Develop a partnership with the patient
2. Establish/review patient’s preferences for information
3. Establish/review patient’s preferences for role in decision making and the
existence/nature/degree of decisional conflict (where decisional conflict is
defined as the state of uncertainty about the course of action to take)
4. Ascertain and respond to the patient’s ideas, concerns and expectations
5. Identify choices and evaluate the research evidence in relation to the
individual patient
6. Present (or direct to) evidence, taking into account #1 and #2 above, and help the
patient reflect upon and assess the impact of alternative decisions
7. Make or negotiate a decision in partnership and resolve conflict
8. Agree upon an action plan and complete arrangements for follow up

Shared decision making and decision aids – a literature review PROFESSIONAL PRACTICE

‘equipoise’, defining it as when the doctor
admits there are two or more approaches to
management and he or she does not have a
strong view toward any of them.33
Decision aids are one means of helping
both the doctor and patient work through a
full range of options for a particular condition.
Decision aids are ‘interventions designed
to help people make specific and deliberate
choices among options by providing information
about the options and outcomes relevant to
a person’s health status’;34 and ‘... interactive
products that... present information, options
and guidance through the decision process’.35
A distinguishing feature is the inclusion of
exercises designed to promote clarification of
the patient’s values regarding what is at stake
and what it is they are trying to achieve as a
result of treatment.36 Generally, the objective
of decision aids is to provide information for
patients to facilitate participation in the decision
making process if this is their preference. 37
This may include specific aspects of helping
patients to understand the treatment options
available to them and the consequences of the
various options (both positive and negative)
and to prepare patients for active participation
in health care decisions.38
M a ny s tu d i e s h ave d e s c r i b e d t h e
use and development of decision aids.
For patients with atrial fibrillation who had
participated in a major clinical trial, the
use of an audiobooklet improved their
understanding of the benefits and risks
associated with different treatment options
and helped them make definitive choices
about therapies. 39 Less expensive decision
boards (mixture of written information
and visual aids) help to assist breast cancer
patients decide which treatment option they
would prefer based on the best available
evidence.40 Other formats include paper based
charts, booklets, tapes, videos or interactive
computer programs.
Although there is some conjecture
about the import ance of the decision
aid medium, 37,41 it is important to note
that the better aids are those in which the
information is personalised to the individual
patient. Therefore web based or computer
programs can have an advantage. They can

Table 2. Reported benefits of decision aids34,35,39,40,43
• Increased knowledge concerning the treatment/screening options, benefits, risks
• Less decisional conflict
• Greater satisfaction with the decision making process
• More realistic expectations
• Greater likelihood of being able to make a decision and therefore a lesser
proportion of patients left undecided about their treatment
• Increased correlation between patient values and decisions
• More active participation in the decision making process on the part of the patient
• Enhanced communication between doctors, patients and family members
be programmed to enhance interactivity
and contain the potential for personalising
information such as individual risk factors
based on each patient’s risk profile.37 A recent
study based at the University of Sydney found
that a web based aid significantly improved
parents’ attitudes to MMR vaccination.42 The
number of parents leaning toward having
their children vaccinated increased from 39 to
55%. After using the decision aid respondents
were more likely to feel that they knew their
options and that they had enough information
to make a decision.
Decision aids are categorised according
to whether they are educational (informative)
or decision analysis tools (aid in structuring
decision making process), and if they are
prescriptive (aimed at arriving at a treatment
decision) or descriptive (clarifying options
and improving insight into decision making
process). 43 They can be classified according
to whether they are used before, during or
after the consultation and with or without the
presence of the doctor for guidance. Some
may be used as a resource for patients to work
through on their own and others may be used
during consultations to structure or prompt
discussion of treatment options.38 In the ISDM
model, decision aids are used to facilitate joint
decision making between the patient and
doctor. Therefore, it is not desirable for doctors
to suggest decision aids to patients only as
a way to share information and subsequently
neglect their obligation to work with the patient
to arrive at a decision.
There are mixed findings regarding
the impact of decision aids on treatment
decisions. 43 Reported benefits are shown

in Table 2. As there is some inconsistency
regarding the nature of these beneficial
outcomes, further inquir y needs to be
conducted into the effect of decision aids
on actual behaviour and patient adherence
to treatment decisions as well as the cost
effectiveness of such interventions.

Conclusion
Shared decision making has become an
important part of the general practice
consultation, but patient preference for the
type and depth of involvement needs to be
explored. For those patients who want to be
actively involved in management decisions,
and where there are a number of options
available, decision aids can be helpful in
informing their choice.
Readers interested in exploring the different
aids available should consult the Ottawa Decision
Aids website at http://decisionaid.ohri.ca/decaids.
html which includes aids relating to cardiovascular
risk, treatment of tennis elbow and preventing
stroke in patients with atrial fibrillation.
Conflict of interest: none declared.
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